'Someone knows what happened to my son' -and, of course, someone does know; many probably know, but no-one says. And there are many well rehearsed 'good' reasons why we don't say. In all such matters, there is a perennial mixture of idealism and self-interest which permeates the politics of everyday healthcare. Heightening awareness, initiating campaigns, making the case for the Duty of Candour, is not, in itself, enough. No matter how great the social injustice being redressed, if those in power, the senior medical, nursing and managerial leadership, in this instance, flatly refuse to change their behaviours, what can those who need to say, do? As Charles I famously once said, 'There is more to the doing than bidding it be done'.
Addressing the significant harms of denial, dismissal, improper investigation and cover-up, when mistakes are made, is the single greatest challenge to the NHS. Ensuring the availability of high-quality intelligence is a critical part of the solution. Dixon-Woods' paper on culture and behaviour in the NHS reframes the Duty of Candour in management terms and suggests that some behaviours, in relation to data gathering, might be described as 'problem-sensing' or 'truth to power' behaviours, while other less positive behaviours were 'comfort-seeking' or managing upwards and seeking reassurance. 2 In the fog of operational reality, the truth can seem multifaceted, and the moment to speak up isn't always apparent. Because culture determines how staff feel, the facts, although interesting, are often irrelevant. In the top down, managerially dominated, politically driven environment that became the norm across much of the NHS over the past decade, managerial effectiveness in the short-term, was ultimately counterproductive to the long-term safety and effectiveness of the trusts. 3 Nothing was clear cut.
'Everyone wants to go to heaven but nobody wants to die'. The culture at Mid Staffordshire normalised not speaking up. 4 Telling the truth to power is more easily said than done. Those in power in Mid Staffordshire weren't bad people, they didn't get up in the morning to hurt or harm patients, they had fathers, mothers and loved ones and they themselves would have wanted to know 'what happened to my son'. And yet, whilst power corrupts and absolute power corrupts absolutely, nothing corrupts like loyalty and friendship. Often, in that culture, the balance between idealism and self-interest was tipped towards silence, wilful blindness and averting the gaze. A duty of candour did not exist. That culture did not always exist. There was a moment, exact date unknown, when the hospital character changed, or rather it began to undergo a metamorphosis that evolved slowly, but was profound, and troubling, not least because it was hardly noted. This culture wasn't exclusive to Mid Staffordshire but was also apparent in many of the hospitals reviewed in the Keogh Report -and many more besides.
For every truly inspirational patient experience encountered in the NHS (and there are many!), they have to be shared with some appalling, completely unacceptable patient stories. And yet, beyond the raw data, the codified information, the sensational newspaper headlines, there is a transcendent beauty that shines brightly from the soul of the NHS. It is never far away. I have seen dedicated medical and nursing staff crying over patient distress and death; compassion is too precious a thing to be buried in books -the tears shed are well beyond the mind-numbing studies about 'empowerment' and vocational inspiration -they have everything to do with the human spirit that underpins medical and nursing care and old fashioned truths, such as integrity, commitment and bravery; I have seen exceptional, compassionate care; I have seen senior medical and nursing staff comforting junior doctors and nurses when it all became too much. That's what the beauty of the NHS is all about. It's not about extraordinary life saving treatments or exceptional buildings or strategies or visions or enormous budgets -it's about human depth and the truth.
The proposed Duty of Candour seeks to protect and grow that human depth -that almost invisible but critically present vocational driver that marks out the very best healthcare professionals. It proposes an imposed statutory obligation to ensure a duty of candour on healthcare providers and registered medical practitioners to report their belief or suspicion that treatment or care provided to a patient has caused death or serious injury.
Compassion begets compassion -human depth begets human depth. Doctors and nurses are usually motivated by a desire to make a difference for patients. Why, then, do they find it so hard to speak up for patients when they see care that isn't acceptable? Doctors and nurses, and patients, are victims of a system that thinks in straight, brutal lines. Often, doctors and nurses recognise, almost imperceptibly, that there is less of a connection between the world they'd known as a student and the one they must face as a professional. For too long, too many have become weary, utterly worn out by the sight of good people being forced to do what was wrong for another kind of right. We act as if all doctors and nurses are equally capable for all patients and that's just not so. We have to question behaviours that defend doctors' and nurses' rights to treat patients in a way they would not want to be treated themselves. These sorts of behaviours have existed since the first healer was granted permission to minister. However, that is no reason we should tolerate it in our NHS when we find it right before our very eyes.
A big story is often best told through a small story. Explaining why the Duty of Candour may make it easier for doctors and nurses to speak up is probably best explained through understanding the social forces that influence how we think in the moment. A typical window on the culture of normalised deviance that underpins a Mid Staffordshire-like working environment might be described as follows: 'Many of the staff interviewed described feeling anxious, stressed and fearful about working under the ward manager who was often angry, critical, intolerant, unforgiving and given to blunt and public criticism of the supposed shortcomings of individual staff. Staff described their anxiety about what they would find coming onto the ward, about ''getting things wrong'' and their relief at leaving the ward at the end of their shift. They felt that, as a result, many nursing staff came to focus on ''survival'', ''self-preservation'' and ''avoiding trouble'' and were, therefore, not as attentive to the task of caring for patients as they might otherwise have been. Some staff felt that the ward manager's shortcomings were effectively ''tolerated'' by the organisation because of the individual's clinical experience, perceived operational management ability and reputation for getting ''the job done''. They also reported that the individual in question was also at times capable of great warmth and understanding, that the behaviours were perhaps a result of personal pressures, the pressures of the role and of the fact that the individual lacked insight about the consequences of their behaviour. As a result, some staff felt able, personally, to tolerate the leader's behaviour because ''it wasn't personal'', ''wasn't meant in that way'' and was simply that individual's ''way of doing things'' that ''people should have learnt to ignore''' (hypothetical incident drawing from personal experience).
This vignette is typical of the insidious cultural metamorphosis that is hardly noted. To understand choices made by the responsible medical and nursing leaders in another time and place, we must circumvent the limits of rear-view mirror analysis. Reconstructing the vignette through a witness account portrays an incremental descent into poor judgement. It was typified by a pattern in which signals of potential danger were repeatedly normalised. The invisible and often unacknowledged tend to remain undiagnosed in these scenarios but have an important impact as institutional blindness and shifts attention from the individual to the structure of power, medical, nursing and managerial and the power of structure, leadership and culture. This 'hardly noted' metamorphosis created a culture of low compassion with poor peer role modelling, witnessing of unethical events, peer group pressures, derogatory language and, all the while, enabling an atmosphere of what 'you permit, you promote'. Senior staff, when confronted with the evidence, moved quickly to denial and defensiveness.
Well-led, the implementation of the Duty of Candour will manage out preciousness around 'hurt feelings' and level the authority gradient. A nurse's or doctor's error should not become a crime, and the moral drivers of vocation should not be lost to legal drivers. Poorly led, implementation will be like running up a down escalator with an emergent, immense bureaucratic burden as well as the anxiety that would result if patients had to be told of every error, no matter how minor.
It is wrong not to tell the truth when a patient has suffered avoidable harm. No one would argue otherwise. When hospital mortality rates are exposed as unacceptably high, people in senior NHS positions will utter grandiose compassionate sounding statements so that they can keep their jobs and prestige. History is littered with quixotic attempts to introduce openness, transparency and candour into the delivery of healthcare. Many chief executives and senior medical staff refused to acknowledge clinical governance despite the directives emanating from Richmond House. The proposed Duty of Candour recognises that organisations will attempt to hide the truth, conceal wrongdoing and destroy evidence, but you cannot destroy the law of the land, which is written on paper that is not so easily ripped. The 'Duty of Candour' as a law needs the right professional leadership to be effective. It is an open secret that many medical directors have no confidence in their local human resource support or the relevant regulatory authority when they encounter unacceptable professional behaviours. As pragmatists, they look the other way. And yet, patients have no such discretion and trust those very same medical directors to keep them safe. Knowing the truth, and understanding the consequences of acting on that truth, we avoid confronting it with every means possible: multiple diagnostics, fact finding reviews, comfort-seeking data gathering behaviours, management consultancy involvement and investigations of one sort or another. We seem to live our lives through that rear-view mirror, rarely gripping the truth or confronting the behavioural risk and keeping patients out of harm's way. The Duty of Candour will precipitate individual, almost invisible, acts of leadership, fuelled with personal courage.
Our NHS leadership programmes should enable that growth and development and should themselves be accountable for systematising and quality assuring a duty of candour across the NHS.
The paradox of true strength is that the great depends on the small and the technical depends on the adaptive. In the 1980s, the idea that a hospital manager was higher than a consultant was mildly irritating. 5 Today, it is a given and doctors are being encouraged to aspire to becoming a chief executive. The implication for medical leaders of the proposed Duty of Candour is that taking on the risks of leadership is both more important and more complicated than ever before. They will need to reclaim an authority that only they can exercise but which has migrated to management. Raising questions that go to the core of people's habits often goes unrewarded and can be very difficult. But without effective, selfless, patient-centred medical leadership, the Duty of Candour will not succeed in rediscovering our profession's lost values.
